INTRODUCTION
Patient 2 was 37 years old, para I, secondary infertilIn assisted reproduction programs, it becomes routine ity. Cycle analysis revealed an ovulatory cycle with to screen women on cycle day 2-4 to be informed biphasic BBT and ultrasound monitored ovulation. about their prognosis in controlled ovarian hyperstimu-CD3 FSH was 60 U/liter. Normal LH, estradiol, and lation. An elevated follicle-stimulating hormone (FSH) midluteal progesterone levels were found (3.6 U/liter, level on day 3 correlates well with poor response to 91 pmole/liter, and 92 nmole/liter, respectively). Three exogenous gonadotropins (1, 2) . In many clinics, day years later she conceived spontaneously. 3 FSH values are already used to make clinical deciPatient 3 was 29 years old, para 0, regular menstrual sions for infertility treatment. In most laboratories, cycles, primary infertility of 3 years. Day 3 FSH in FSH concentrations in serum are measured by competiscreening was 15 U/liter. Cycle analysis showed biphative immunoassays such as radioimmunoassay (RIA) sic BBT, ultrasound-monitored ovulation and normal or more recently by two-site immunometric assays LH, estradiol and luteal progesterone levels (5.5 IU/ such as immunoradiometric assays. Falsely elevated liter, 156 pmol/liter, and 110 nmole/liter, respectively).
serum FSH concentrations measured with RIAs have
In two controlled ovarian hyperstimulation cycles 9 been reported in women with a history of vaccination and 10 oocytes, respectively, were obtained for in vitro with inactivated bacteria cultured in rabbit tissue (3) fertilization. This was an unexpected good response. and in a patient who had worked with rabbit serum She became pregnant in the second treatment cycle. (4). Also, interference for immunoradiometric assays FSH was measured by a commercially available has been described, but to our knowledge not for two-site immunometric technique (Amerlite, Amers-FSH (5).
ham, England). In this assay, the captivating antibody is We report three women with falsely elevated serum a polyclonal raised in sheep against FSH; the detecting FSH levels measured by immunometric sandwich labeled antibody is a mouse monoclonal. The assay is assay. Their FSH levels were in the peri-and postcalibrated against the second 78/549. The lower limit menopausal range. We verified the FSH values by of quantitation is 0.5 U/liter. serial dilution and by precipitation of possible interfer-FSH was measured both in undiluted and in diluted ing high-molecular substances with polyethylene glyserum samples from the three subjects. Serial dilution col (PEG).
of serum samples was made in the zero matrix of the assay. PEG precipitation was done by mixing equal MATERIAL AND METHODS amounts of serum and ice-cold solution of 30% (wt/ vol) polyethylene glycol-600. Treatment with PEG Three subjects with spuriously elevated FSH conprecipitates endogenous immunoglobulins, including centrations are described. Patients characteristics are given in Table I. heterophilic antibodies. After centrifugation, FSH was (Table II) . After PEG precipitation, the FSH precipitation, cross-check with an alternative assay values measured in the supernatant were in the normal system, or measurement of additional hormones, are range. The process of dilution or PEG precipitation justified. did not cause a change in measured FSH values in serum from control subjects with normal FSH values.
REFERENCES DISCUSSION
In clinical infertility practice, decisions are made on 1 The incidence of pelvic tuberculosis varies by geoWith the influx of immigrants from regions where graphic location (1) . The genital tract is a frequent site tuberculosis is endemic, the incidence of genital tuberof extrapulmonary infection (2) . Genital tuberculosis culosis may be increasing. We present a case of pelvic may have few or no symptoms; it is often found unextuberculosis presenting as secondary infertility. To our pectedly at surgery or biopsy. Infertility was the most knowledge, this is the first case report of active pelvic frequent presenting complaint in several published tuberculosis diagnosed with the aid of hysteroscopy.
series (3) (4) (5) . Other presenting symptoms include amenorrhea, abnormal vaginal bleeding, pelvic pain, dysmenorrhea, and dyspareunia. Although pelvic CASE REPORT tuberculosis arises mainly from hematogenous seeding (6), tubercle bacilli also may be sexually transmitted The patient was a 32-year-old Caribbean female, gravida one, para zero, with one induced abortion, if present in the genitalia (7,8). Female genital tuberculosis nearly always occurs during the reproductive who presented for infertility evaluation. She had had a hysterosalpingogram earlier, which showed bilateral years, but cases of postmenopausal tuberculosis have been reported (6), the most common presenting sympdistal hydrosalpinges with spillage. Her husband was a healthy 37-year-old man who had a normal semen tom being postmenopausal bleeding. Definitive diagnosis is made by the recovery of analysis. Her history included a positive tuberculin skin test with a negative chest X-ray. Prophylactic M. tuberculosis from the genital tract. Evidence of granulomas on pathology also is acceptable if nontuisoniazid therapy was withheld, as she was seeking pregnancy. All other testing was within normal limits.
berculous causes of granuloma are ruled out. Both cultures of menstrual fluid and of endometrial tissues The patient underwent operative laparoscopy and chromotubation. Findings included multiple abdomiare highly specific, but menstrual fluid culture identified genital tract tuberculosis with much higher sensinal and perihepatic adhesions and bilateral clubbed and occluded fallopian tubes. She was referred for in tivity than endometrial sample culture (4). The higher sensitivity of menstrual fluid culture may be due to vitro fertilization (IVF). An office hysteroscopy was done that revealed a 2-cm polyp, which was biopsied the finding that genital tuberculosis involves only the oviducts in approximately one half of patients (5). along with the endometrium. The biopsy showed granulomatous endometritis, consistent with tuberculosis.
The utility of hysterosalpingography and laparoscopy in diagnosing pelvic tuberculosis is controversial Acid-fast bacilli (AFB) smear was negative and no microorganisms were seen on stained tissue sections; (4, 5) . In our patient, endometrial granulomas were visualized on hysteroscopy. Combined with the use of however, DNA-RNA probe identified isoniazid-resistant Mycobacterium tuberculosis.
DNA-RNA probes for detecting M. tuberculosis in tissue samples, hysteroscopy may increase the detecThe patient underwent operative hysteroscopy to resect the polyp and to better assess the uterine cavity.
tion rate of pelvic tuberculosis in the future. 
